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Piriformis Syndrome (PS) is a neuromuscular disorder caused by the sciatic nerve becoming compressed in the infrapiriformis (sub-pyramidal) canal and occasioning sciatic-type pain, tingling, and numbness in the buttocks along the sciatic nerve pathway down to the lower thigh and into the leg [1] [2] [3] [4] [5] [6] . PS is probably an underestimated entity [7] & the main difficulty in establishing diagnosis is the lack of standard protocol [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] . Little is known about PS from an anatomical, biomechanical and clinical view point and its diagnosis is accepted only after other causes of pain arising in the buttocks or lower limbs have been eliminated. Thus, it is a diagnosis of exclusion [6] . PS occurs most frequently during the fourth and fifth decades of life and affects individuals of all occupations and activity levels [9, 10, [16] [17] [18] [19] [20] .
PS is more common in women than men, possibly because of biomechanics associated with the wider quadriceps femoris muscle angle (ie, "Q angle") in the os coxae (pelvis) of women [18] [19] [20] [21] . The prevalence of PS in patients with low back pain has been reported to vary widely from 0.33% to 36% [19] [20] [21] [22] [23] [24] . It may be the reason that difficulties arise in accurately determining the true prevalence of PS because it is frequently confused with other conditions.
CASE REPORT
A 50 year male came in outpatient department with the complaint of pain over the right gluteal region. Patient had sudden onset of pain since last week before that he was apparently all right. Patient has prolonged standing and sitting work .There is history of long & excessive traveling in last 10 days. Pain aggravates on sleeping and sitting for more than half an hour and also had Aggarwal Pawan Kumar, Agarwal Nidhi. PIRIFORMIS SYNDROME: A CASE REPORT.
sleep disturbance due to pain, early morning pain and stiffness also persists. Pain relives on standing and walking after 20-30 minutes. The patient belongs to good socioeconomic status, having Endomorphic body build, regular smoker since 25 years and presently not having any other problem. On physical examination Patient has limp while walking, full & pain free lumbar Ranges in Standing while hip internal rotation is painful. Special tests were within normal limits for PIVD (SLR, Lesigues, Dermatomal and myotomal Patterns ), SI strain ( FABER, Pumphandle, Gaslen's test and strok's tests),with Pain only on Hip resisted external rotation and passive hip internal rotation. There was tenderness on deep palpation in the right gluteal region. Blood examination reveled normal TLC, DLC, Hb, CRP and ESR Levels. On radiological examination, X-ray LS spine (AP & Lateral) showed mild space reduction at level of L4-L5 & L5-S1, mild osteophytes over vertebral body reason with mild spondylotic changes where as MRI was suggestive of disc prolapsed at L4-L5 level but there was no root and spinal nerve compression. However, sacroiliac joints was observed to be normal but there was an asymmetric increase in the size of the right piriformis muscle of the patient compared to the left. Physical examination was again done keeping in mind the above findings. The observations included localized pain when pressure is applied over the piriformis muscle and its tendon, especially when the hip is flexed at an angle of 90 degrees and the knee is extended i.e. Lasègue sign, Freiberg Sign (pain experienced during passive internal rotation of the hip), Pace sign (consists of pain and weakness by resisted abduction and external rotation of the hip in a sitting position). Pace sign revealed with the FAIR test {(flexion, adduction, and internal rotation) involves the recreation of sciatic symptoms. The FAIR test is performed with the patient in a lateral recumbent position, with the affected side up, the hip flexed to an angle of 60 degrees, and the knee flexed to an angle of 60 degrees to 90 degrees. While stabilizing the hip, the examiner internally rotates and adducts the hip by applying downward pressure to the knee}.
The patient was diagnosed with PS when the complaint, history, physical examination, and laboratory results were evaluated together. Heating modalities (deep and superficial), electrotherapy (IFC, LASER, Ultra sound), hip abduction and gluteal muscle strengthening exercises and piriformis and hamstring muscles stretching exercises were used, and the treatment was discontinued after the recovery. It is suggested that the PS should be kept in mind as a rare situation, in daily practice, as a non-discogenic reason, besides lumbar discoradiculo pathy, in the differential diagnosis of patients presenting with low back and hip pain.
DISCUSSION
First described by Freiburg and Vinke in1934 and later confirmed by researchers such as Robinson and Te Poorten, piriformis syndrome is a neuromuscular condition characterized by low back, hip, buttock and leg pain [1] . The piriformis muscle arises from inside the pelvis, over the sacrum and anterior capsule of the sacroiliac joint. It runs laterally through the sciatic notch to become tendinous and insert on the greater trochanter of the femur. The belly of muscle crosses over the sciatic nerve. In 15 percent of cases it has two bellies and the sciatic nerve runs between the two, or the nerve may have two trunks interdigitating with the two muscle bellies [21] . The piriformis muscle is innervated by branches of the L5, S1 and S2 spinal nerves. The function of the piriformis muscle varies according to the position of the hip (with hip extension-laterally rotates the thigh, while with hip flexion-abducts the thigh). It is an important muscle which contributes in walking and for providing balance and stability [18] . There are two types of PS-primary and secondary. Primary PS has an anatomic cause, such as a split piriformis muscle, split sciatic nerve, or an anomalous sciatic nerve path [8, 920] . Secondary PS occurs as a result of a precipitating cause, including macrotrauma, microtrauma, ischemic mass effect, and local ischemia [19, [25] [26] [27] [28] . Among patients with PS, fewer than 15% of cases have primary causes [19, 23] . PS is most often caused by macrotrauma to the buttocks, leading to inflammation of soft tissue, muscle spasm, or both, with resulting nerve compres-Aggarwal Pawan Kumar, Agarwal Nidhi. PIRIFORMIS SYNDROME: A CASE REPORT. sion [9, [18] [19] [20] 26, 27] . Microtrauma may result from overuse of the piriformis muscle, such as in long-distance walking or running or by direct compression. An example of this kind of direct compression is "wallet neuritis" (i.e., repetitive trauma from sitting on hard surfaces) [18] . Throughout the physical evaluation of patients, clinicians should maintain a high index of suspicion for PS. Early conservative treatment is the most effective treatment, as noted by Fishman et al [29] , who reported that more than 79% of patients with PS had symptom reduction with use of nonsteroidal anti-inflammatory drugs (NSAIDs), muscle relaxants, ice, and rest. Stretching of the piriformis muscle and strengthening of the abductor and adductor muscles should also be included in patient treatment plans [30] . A manual medicine approach may combine muscle Gebauer's spray, stretch technique, soft tissue, myofascial, muscle energy, and thrust techniques to address all somatic dysfunctions in the patient with PS [20, 23, 25, 26] . If the patient does not respond adequately to manual treatment, then acupuncture and trigger point injection with lidocaine hydrochloride, steroids, or botulinum toxin type A (BTX-A) may be considered [23, [31] [32] [33] . If all the pharmacologic and manual medicine treatments fail, the final treatment option is surgical decompression [9, 18, 20, 23, 24] . ment of PS in an attempt to avoid surgical intervention. Still there is lack of knowledge regarding PS for optimal patient care. Keeping PS in mind for evaluation of the common complaint of low back pain and reaching an early diagnosis are very important for both physicians and patients. Additional research is needed for patients with PS, primarily concerning causative factors, risk factors, diagnostic criteria and optimal treatment, length of time from symptom onset to initial presentation, and the proportion of patients presenting with low back pain who demonstrate symptoms and signs consistent with PS.
CONCLUSION
PS is a complex condition that is often not considered in the differential diagnosis of chronic hip and low back pain. To aid diagnosis, several tests have been developed to reproduce the pain by actively contracting or passively stretching the piriformis muscle and compressing the sciatic nerve. Radiographic studies and neuroelectric tests are primarily used to narrow the differential diagnosis toward PS by ruling out other pathologic conditions. A holistic approach to diagnosis involves a thorough history and physical assessment and examination of the patient, based on the pathologic characteristics of PS. Physiotherapy treatment can be used as one of several possible non pharmacologic therapies for these patients. Non pharmacologic therapies can be used alone or in conjunction with pharmacologic treatments in the manage-
